Background Psychological therapies are increasingly delivered in community care settings. In existing literature, patient, disorder and service variables are known to have a significant impact on the recovery outcomes for patients undergoing psychological treatment in secondary care.
Introduction
Depression, generalized anxiety disorders, post-traumatic stress disorder, social anxiety disorder (SAD) and panic disorders (PD) are known as common mental health disorders (CMHDs) 1 affecting a large proportion (25%) of the world's population in both developing and developed countries. Depression is the leading cause of global disease burden [2] [3] [4] with untreated mental disorders accounting for 13% of the global burden of disease, 3, 5 and CMHDs are estimated to cost £70-100 billion a year from health care expenditure and lost productivity in the UK alone. 6 The WHO and World Bank, as well as government organizations, such as the NHS, have declared mental health as a priority, aiming to treat mental illness with the same efficiency and focus as physical ailments. [3] [4] [5] 7, 8 Psychological therapies are known to be effective treatments for CMHDs. [9] [10] [11] [12] [13] [14] Most trials have been carried out on samples recruited wholly or partly in secondary care, 2 but there is an increasing shift towards providing psychological therapies in the community through primary care service provision. What is not known is how similar patients coming into a community based service are to those seen previously in secondary care, and whether predictors of treatment outcome can be identified with the larger numbers and easier access provided to patients by community care.
A number of factors other than what treatment is provided affect the outcome of psychological therapies; examples are long-term conditions, such as chronic physical ailments, and suffering with multiple mental health issues, such as comorbid personality disorder. 15, 16 The initial severity of the disorder [17] [18] [19] low social functioning and socioeconomic deprivation are also important factors. 5, 20, 21 They are known as modifying factors, because they modify the impact of therapy and likelihood of recovery.
We set out to identify what is known from existing literature about predictors of recovery for CMHDs with psychological therapies delivered in community settings.
Methods
We conducted a systematic review of published literature according to PRISMA guidelines 22 to address the aim of the study.
Eligibility criteria
The population of interest for the review were adults (≥18 years old) suffering from one or more CMHD. These patients were to be undergoing psychological or talking therapy for the treatment of CMHDs provided in community care settings, by a trained therapist. The outcomes were any identifiable predictors of change in the patient's mental health as a result of the described intervention. The predictors did not have to be the primary results being presented by the paper, but may be secondary observations as a result of the study analysis. All comparative studies of any design were considered. The studies had to have a standardized measurement of the CMHD pre-and post-intervention with sound methodology on intervention provision, and a big enough sample size for power in statistical analyses. A full list of search terms and inclusion and exclusion criteria can be found in the Appendix.
Information sources
We searched online databases using Ovid on Imperial College Library computers. An initial search of the topic using PubMed identified the MeSH terms and synonyms used when writing on the subject of predictors of outcomes in mental health. Electronic and manual searches were conducted without date or language restrictions in order to gather as much evidence from different populations as possible.
Search
We searched Embase, PsychInfo and Medline literature databases. The Cochrane Collaboration library was hand searched for relevant papers. Bibliographies of papers that match the eligibility criteria were hand searched to identify further relevant references to be subjected to screening and selection.
Study selection
The titles and abstracts were independently screened by two reviewers (F.A. and C.B.) and relevant references were shortlisted for full text screening. The same two reviewers screened full texts and selected papers for final inclusion. The papers were coded according to relevance of the work being presented for the initial screening, and then according to the quality of the intervention described using scores out of 3 for the quality of the population studied, the interventions carried out and the recording of outcomes.
Data collection
Information regarding study setting, population, details of interventions, predictors identified and statistical significance were extracted. Evidence was summarized and presented in four main categories: socio-demographic factors, treatment setting, initial severity and co-morbidity and cultural congruence/social function (Table 1) .
Data
Data collected from the studies were not suitable for a meta-analysis due to different measures being used. Instead, we compiled the data in Table 3 in order to ascertain the significance each predictor held in each study.
Risk of bias
The presence of bias in the included studies was assessed using the Cochrane Risk of Bias assessment tool. 40 
Results
The search resulted in 486 papers being identified, of which 30 were duplicates and 346 were deemed inappropriate for this review due to their methodology, lack of comparative pre-and post-treatment statistics, or wrong study population (e.g. including children or sufferers of severe mental disorders) (Fig. 1) . The remaining 110 full papers were screened to select those which clearly described predictors of recovery with psychological interventions for CMHDs, within a community care setting. Overall, 19 papers met the inclusion criteria for analysis in this review. No additional papers for inclusion in the final analysis were found using hand searching. The studies included in this review span from 1994-2015 and were from the US, 9 the UK, 7 Europe 2 and Australia 1 ( Table 2 ). The 19 studies included 34 778 participants suffering from at least one CMHD, treated using at least one psychological intervention in community settings. None of the studies in this review had a significant risk of bias when assessed with the Cochrane Risk of Bias assessment tool (results are found in Fig. 2 ). We extracted information regarding study setting, population, details of interventions, predictors identified and statistical significance (Tables 2 and 3 ).
Summary of main findings
Four studies in this review focused specifically on lowincome and ethnic minority patients, 24, 30, 37, 38 five studies on older patients, 23, 25, 26, 28, 39 two studies on USA veterans 23, 26 and four studies focused specifically on Increasing Access to Psychological Therapies services in the UK National Health Service. 27, 32, 35, 41 One study looked at rural mental health 38 and the others did not have a specific population focus other than that the patients had a CMHD. The predictors have been grouped into four main categories: socio-demographic factors, treatment settings and access, initial severity and comorbidities, and cultural congruence and social function (Table 1) .
Predictors affecting recovery
Ethnicity is an inconsistent predictor of outcome. Some studies in this review found no association between minority ethnic status and outcomes 29, 30, 42 where others found significant differences (P = 0.04 and P < 0.001). 27, 38 Similarly, gender was found to be an inconsistent predictor of outcome; in two studies men were reported as responding less well to treatment than women. One was a study of Internet based CBT for SAD, and the difference was possibly because of worse adherence in men. 33 The other looked specifically at veterans and their families and women responded better (P < 0.001). 23 None of the studies in this review showed direct evidence of an impact of socio-economic status on outcome. However, socio-economic status was found to be a predictor of baseline depression score 27, 37, 42 which is itself a predictor of outcome. Interestingly, social function and social support were more important predictors of favourable outcome than socio-economic status, regardless of initial morbidity. 26, 27, 36 In one study, socially deprived individuals needed considerable effort to engage 30 but were found to have improved outcomes thanks to better engagement when outreach, child care, flexible scheduling and transportation were offered as part of the intervention.
Duration of intervention is measured as the number of sessions, or hours of clinical/treatment time, and varied considerably between studies. The average number of sessions received within the four IAPT studies was 9, and most studies delivered at least six sessions of treatment. The number of sessions received was found to be a positive predictor of outcome (P < 0.001 and P < 0.001), 29, 32 especially where participants were offered additional sessions when needed to achieve better recovery rates. 30 Some studies looked at therapist variables, which assess differences between therapists such as seniority and expertise. When looking at therapist competence, one study concluded that, on average, it had no effect on patient outcome, although the very best therapists got significantly better results than the least competent. 35 Similarly, a multilevel analysis of therapist effects with low intensity interventions concluded that patient reported outcomes were not affected by the therapist. 41 However, Gyani et al. 32 found that therapist competence did have an impact on treatment outcome so it remains a contentious factor in this review.
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Though previous successful treatment and treatment credibility were both strong predictors of positive outcome, 42 matching patient treatment preference to treatment received was not found to be a significant predictor of outcomes, 28 whereas treatment setting was. We identified one study which looked directly at how service setting impacted on patient outcomes: 31 patients who received treatment in community care had better outcomes and compliance with treatment (P < 0.001 for Beck Anxiety Inventory) when compared with secondary care. One study found that the nature of the therapeutic relationship had a bigger effect on outcomes than treatment type or initial morbidity. 39 The intensity of treatment received at referral as a predictor indicated there is a significant main effect between immediate face to face CBT and guided self-help as part of stepped care (P < 0.001), for both PD and social anxiety. 36 Rather than entering patients into lower level interventions first, access to CBT as quickly as possible had a positive impact on the likelihood of recovery in the evidence analysed in this review. Dropout rates, which were associated with poorer outcomes as treatment course is not completed, are associated with younger, minority patients treated in group therapy. 24 One study looked at the delivery of computerized CBT. The intervention had an effect only where the treatment was perceived as credible by the patients and where adherence was high (<0.001). Source of referral impacted outcome, as referrals from GPs and patients who self-referred had better outcomes (P = 0.05) than referrals originating from specialist services. This difference may be explained by the fact that mental health referrals had more complex problems than self and GP referrals. 34 
Initial severity and comorbidities as predictors
Initial morbidity as measured at the start of treatment was found to be a significant predictor of outcome in all studies, and sufferers of any CMHD with comorbid depression had the highest likelihood of poor outcome. [24] [25] [26] [27] 29, 30, 32, 33, [37] [38] [39] Having a high baseline score in both anxiety and depression negatively impacted outcome (P < 0.001 − P = 0.07). 24, 26, 27, 32 Having a family history of anxiety disorders was associated with improved treatment adherence for improved outcomes, whereas the effect is reversed if the family history is with depression. 23 Patients with comorbid anxiety and depression tended to do worse. A study looking at PD and SAD found that comorbid depression impacted negatively on treatment outcomes. 26 A study looking at psychological therapies in older adults also found that depression was a negative predictor of outcome. 25 One study found that patients with anxiety and comorbid PD had better outcomes for treatment of anxiety, so long as their social functioning was high. 36 Personality disorders were found to have a detrimental impact on treatment outcome regardless of social functioning scores. 29, 36 Attention deficit hyperactivity disorder (ADHD) was found to negatively impact treatment outcomes in a clinical study of anxiety disorder patients. 33 In one study, comorbid physical health problems were predictive of worse baseline and post treatment depression scores (P = 0.002). 25 Lower depression score, higher social functioning and older age were associated with better treatment completion in the same study.
Cultural congruence, which is the degree of match of therapist and patient in terms of culture, language and demographic factors, was addressed in depth in one study. 39 There was a moderate positive effect on outcome where therapist and patient were matched on culture and language but whether the effect was a cultural one or a linguistic one was not clear.
Social function and support through being connected to family and friends were strong predictors for better treatment outcomes, 25, 27, 30, 36 with a significant positive effect found in older adults on both their baseline and post 
PREDICTORS OF OUTCOMES FOR PATIENTS WITH COMMON MENTAL HEALTH DISORDERS e383
treatment depression and suicidal ideation scores (<0.001), 25 where they were actively participating in regular social religious activities. Conversely, living alone was found to be a negative predictor of outcome in this review. 24 
Discussion
Main findings of this review
Our review of the literature suggests that some factors which predict an increased likelihood of morbidity, for example, being female, can have a positive effect on the likelihood recovery. The most consistent finding from this review is that initial severity and co-morbidity, especially with depression, have a significant negative impact on the likelihood of recovery. Social support and social functioning have a significant impact on the outcomes of therapy 26, 27, 36 indicating that a multi-disciplinary approach for tackling CMHDs could hold a lasting positive effect as one of the pillars of providing effective treatment in the community. Having social support is a more important factor than socio-economic status alone, indicating that therapists need to consider not just the treatment they are providing, but also ways of engaging the patient more generally with the community and social services to improve likelihood of recovery.
Cultural congruence appeared to improve outcomes, albeit in one specific study. 39 It would be helpful to elucidate whether this applies more generally and, if it does, whether the issue is one of culture or language. Working with interpreters may make therapy more difficult and possibly less effective, strengthening the argument for training and hiring therapists with high cultural congruence for the population they are likely to treat.
Previous successful treatment was a positive predictor of outcome, suggesting that relapse should not be a contraindication for treatment. However, the majority of the studies in this review show that extra effort must be made with patients who suffer with a CMHD with comorbid depression, as they appear to have poorer outcomes from treatment regardless of socio-economic status, gender or age. More sessions have a positive impact on likelihood of recovery, 27 ,32 so for these groups of people and those who have a higher initial morbidity, offering more sessions could increase overall improvement rates.
What is already known on this topic
Taken together, the findings of this review raise some important questions as to how community services are engaging with their patients and measuring their recovery. For instance, we can predict that an unmarried individual with medical comorbidities, anxiety disorder with comorbid depression, low social functioning and a high initial severity score is less likely to achieve a fixed-point recovery metric. Our review of the literature suggests that an increased number of sessions of immediate face-to-face CBT by a therapist e384 JOURNAL OF PUBLIC HEALTH whom the patient can form a good therapeutic relationship with should increase the likelihood of the patient recovering, especially if the service provides social support.
The question of whether recovery should be measured in the same way for all patients is not in this scope of this review, but it would be interesting to investigate whether there is a measure which could take into account the initial severity and complexity of the patient, thus taking into account the non-linear nature of psychological disorders and recovery.
The evidence on what modifying factors are important in the psychological treatment of CMHDs is largely drawn from secondary care samples making its applicability to community samples unknown. Evidence from this review suggests that there may be differences, for instance adherence to treatment and outcomes, which are reported to be better in community care settings, 31, 43, 44 compared with patients from mental health settings.
Patients with comorbidities, both comorbid anxiety and depression and comorbid personality disorder and other CMHDs, appear to have worse outcomes in this review, in accordance with other literature. Whether it is possible to better tailor therapies to take account of these comorbidities is something which merits further attention. Similarly, with physical comorbidities, more research needs to be conducted in community settings to improve treatment for the longterm sick and disabled, for whom incidence of CMHDs is higher than the rest of the population.
Published literature on the impact of ethnicity is controversial and inconclusive. Recent studies indicate that the predictive effect of ethnicity becomes obsolete once socio-demographic and social functioning factors are taken into account. 45 This review of the evidence from community care is inconclusive, indicating further research in this field is needed to remove any preconceptions of how ethnicity can impact the likelihood of recovery.
What this review adds
This review outlines the potential predictors which could be modified to improve patient outcome, from increasing the intensity of treatment for individuals with comorbid depression and high morbidity at the start of therapy, to increasing cultural congruence and social support for those patients identified as socially deprived. As a starting point for these issues, this review outlines specific factors which warrant further investigation in the community care setting as the true seat of common mental health treatment worldwide.
The strength of this review is that it draws attention to factors other than the therapy applied, which are potentially modifiable to improve outcomes. It also looks specifically at outcomes for patients being seen in community settings, where most patients with CMHDs are currently seen and are likely to be seen in the future.
Limitations of this review
The relatively small number of studies, albeit with a large number of patients within those studies, leaves some gaps and uncertainties. The limitation of the review is that there are relatively few papers, sometimes only one, addressing each issue of interest. While that helps in identifying those issues which merit further attention, the evidence base as it stands is not strong enough to draw firm conclusions on the importance of different potential modifiers to impact practice.
Supplementary data
Supplementary data are available at the Journal of Public Health online.
